3 x 106 cells/I with 6% monocytes, 6% basophils, 60% eosinophils, 21% lymphocytes, and 7% polymorphonuclear leucocytes on differential count. The red cell count was 7-5 x 107/1. The pleural fluid protein concentration was 52 g/l, glucose 110 mg/dl (6 mmol/l) and lactate dehydrogenase 400 IU/l. The arterial blood oxygen tension was 82 mmHg (10-9 kPa) with the patient breathing air. Ventilation-perfusion lung scintigraphy showed a nonsegmental defect at the right base, which was interpreted as being unlikely to be due to pulmonary embolism. A tuberculin test gave a negative result. Pleural fluid culture was negative for viral and bacterial pathogens and cytological examination gave negative results. Blood, sputum, and urine cultures were negative for bacterial pathogens. The serum cytomegalovirus infection titre by indirect immunofluorescence was 1/512 in the acute phase and rose to 1:16 384 five weeks after the onset of the patient's illness, at which time he was symptom free and the chest radiograph showed that the pulmonary inflltrate and pleural fluid had cleared. A repeat test for antinuclear antibody was negative. The patient remains in good health after 18 months of follow up.
Cytomegalovirus infection in otherwise normal adults is characterised by a febrile syndrome associated with atypical lymphocytosis and negative heterophil agglutination.' Radiographic Pleural fluid eosinophilia has been found with infectious processes but among viruses only influenza has been convincingly associated.7 Additional cases of presumed viral infection have been described but have lacked definitive identification.' This case probably represents the first documentation of acute cytomegalovirus infection pneumonia and eosinophilic pleural effusion in an otherwise healthy adult. 
